Introduction
Rupture of the patellar tendon is a disabling diagnosis most commonly associated with a forceful eccentric loading of the extensor mechanism during strenuous activity ( Boublik et al., 2011 ; Matava, 1996 ) . A neglected, chronic rupture of the patellar tendon is quite rare. The actual incidence and prevalence of this are unknown ( Tsitskaris, Subramanian, & Crone, 2013 ) . A delay in presentation, as is discussed here, is a poor prognostic indicator ( Frois-Temponi, de Carvalho, da SilvaBernardes, & Presses-Teixeira, 2016 ; Matava, 1996 ; Ramseier, Werner, & Heinzelmann, 2006 ) . Predisposing factors include repetitive microtrauma of the tendon, medical conditions known to weaken tendons and ligaments (i.e., rheumatological, autoimmune, scleroderma), adverse drug effects (i.e., use of fl ouroquinolones), or long-term use of corticosteroids either systemic or locally ( Enad, 1999 ; Matava, 1996 ) .
Case Presentation
A 48-year-old man presented for evaluation about 10 months after sustaining a right knee injury playing basketball. He reported social and insurance issues that resulted in his delayed presentation.
He was jumping for a rebound when felt a sudden "pop" of the anterior knee. Immediate onset of pain inhibited his ability to continue playing that day. He reported progressive swelling over the next couple hours. There was faint discoloration in the days that followed. He was diligent about rest and icing, took ibuprofen for the pain, and wore a knee brace for several weeks. He noted gradual improvement of the pain and swelling, eventually resolving over a couple months' time. Unfortunately, he noted continued issues with knee mechanics, functional defi cits (i.e., unable to ascend/descend stairs in a reciprocal fashion), weakness, and instability.
He presented as an alert, oriented, affect-appropriate man in no apparent distress. He ambulated with a quadminus gait, without use of an assistive device. Inspection revealed a high-riding patella (see Figure 1 ) . The patella was hypermobile with unrestricted patellar glide. He noted this to be "uncomfortable but not painful." Passive range of motion of the knee was smooth, painless, and grossly equal bilaterally. His active range of motion was impaired by the obviously lacking extensor mechanism, 2016 ; Ibraheem & Massoud, 2010 ) . This patient was referred to a sports medicine surgeon for defi nitive management and is likely to undergo reconstruction of extensor mechanism with a cadaver patellar tendon allograft.
There are various methods for repair, surgeon-and patient-specifi c, and include the use of autograft, allograft, or synthetic materials ( Tsitskaris et al., 2013 ) . A delayed presentation, as is noted here, makes for a more complicated surgery with less favorable outcomes even if satisfactory repair is achieved ( Enad, 1999 ; Frois-Temponi et al., 2016 ; Matava, 1996 ) . After a time of protected weight bearing and immobilization, an aggressive rehabilitation program that includes range-of-motion exercise, quadriceps strengthening, and knee stabilization exercises is best for optimal outcomes ( Matava, 1996 ) .
Discussion
Although rare, the advanced practice nurse should be aware of clinical and radiographic fi ndings concerning for patellar tendon rupture. With appropriate clinical suspicion, the advanced practice nurse should obtain appropriate advanced imaging studies and facilitate a transition of care to an orthopaedic surgeon. Doing so, in a timely fashion, provides the best chance for optimal patient outcomes and a return to previous level of function.
